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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure two residents, (Resident #7 and #10) were free from 
sexual abuse by one resident (Resident #11), in a review of 12 sampled residents. On 10/26/25 Resident 
#11 grabbed Resident #7's breasts over his/her clothing, without the resident's consent while they were 
outside in the courtyard. Resident #7 reported the incident to staff on 10/26/25 around 4:00 P.M. Resident #7 
was tearful when recounting the abuse and reported he/she had never been grabbed like that before. 
Resident #7 feared being alone and Resident #11 coming around him/her again. Approximately four hours 
after the incident was reported by Resident #7, staff found Resident #10, who had impaired cognition, a 
diagnosis of dementia and who wandered in the facility, in Resident #11's room with Resident #11 around 
8:00 P.M. Resident #11 and #10 sat next to each other on the bed and Resident #10's shirt was pulled up 
exposing his/her breasts. Resident #10's shoes and socks were off, and his/her pants were on inside out. 
After the incident, Certified Nurse Aide (CNA) H checked on Resident #10 at the nurses' station. Resident 
#10 was distraught and tearful. Resident #10 didn't want to go to his/her room to sleep and instead stayed 
the night in the common area. The facility census was 87.On 10/30/25 the administrator was notified of the 
Past Non-Compliance which occurred on 10/26/25. On 10/26/25 facility staff became aware Resident #11 
had sexually abused Resident #7 and Resident #10. Following the second incident, staff placed Resident 
#11 on one-on-one monitoring to ensure residents were protected. Staff will continue to monitor Resident 
#11 while he/she is in the facility. On 10/27/25 the facility began in-servicing staff, prior to the start of their 
next shift, on the facility's abuse policy, specifically sexual abuse. The facility interviewed and assessed other 
residents to ensure no other residents were affected. The deficiency was corrected on 10/27/25. Review of 
the facility's Sexual Activity/Abuse and Neglect policy, revised 9/29/25, showed the following:-Residents that 
are wishing to engage in sexual activity/intercourse will be allowed to participate in these activities as long as 
both parties consent and have the ability to consent;-Non-consensual acts are not permitted;-If 
non-consensual sexual activity occurs, the abuse and neglect policy will be followed. Review of the facility's 
Abuse and Neglect Policy, revised on 6/12/24, showed the following:-Sexual abuse is non-consensual 
contact of any type with a resident. Sexual abuse includes, but is not limited to unwanted intimate touching of 
any kind especially of breasts or perineal area and coerced nudity;-This also includes failure to intervene or 
attempt to stop or prevent non-consensual sexual activity or performance between residents;-The facility will 
protect residents from harm during an investigation;-The facility will take steps to prevent mistreatment while 
the investigation is underway. 1. Review of Resident #7's face sheet, showed the following:-The resident 
admitted on [DATE];-He/She had a guardian;-Diagnoses included bipolar disorder (mental health condition 
characterized by extreme mood swings, alternating between periods of elevated mood and depression), 
anxiety disorder (mental health condition characterized by excessive and persistent worry, fear, and 
nervousness that can interfere with daily life), and major depressive disorder (serious mental health condition 
characterized by persistent feelings of sadness, hopelessness, and loss of interest in activities previously 
enjoyed). Review of the resident's quarterly Minimum Data Set (MDS), a federally mandated assessment 
instrument dated 10/5/25, showed the following:-The resident was cognitively intact;-Independent with staff 
supervision with transfers and ambulation.-Presented with no behaviors. Review of the resident's care plan, 
revised 7/30/25, showed the following:-He/She was independent with activities of daily living (ADLs) with 
supervision;-Caregivers to provide opportunity for positive interaction, attention,, and stop and talk with the 
resident when passing by;-The resident had a communication problem related to inattention and 
disorganized thinking at times related to bipolar disorder. 2. Review of Resident #11's face sheet, showed 
the following:-The resident admitted on [DATE];-The resident was his/her own responsible party;-Diagnoses 
included stroke. Review of the resident's admission Minimum Data Set (MDS), a federally mandated 
assessment instrument, dated 9/18/25, showed the following:-The resident had moderately impaired 
cognition;-No functional limitation with range of motion in upper or lower extremities;-Independent with 
supervision to transfer from bed to wheelchair and back;-Unable to ambulate, so locomotion was via electric 
wheelchair;-No behaviors directed towards others. Review of the resident's care plan, dated 9/26/25, showed 
the following:-Provide protective oversight and assist where needed;-The care plan did not address resident 
behaviors. 3.Review of Resident #7's nurse note, dated 10/26/25 at 4:10 P.M., showed the following:-The 
resident told the charge nurse Resident #11 touched his/her breast in the courtyard before smoke break 
time;-Resident #11 asked Resident #7 to date him/her despite Resident #7 saying no and the guardian 
would not allow it;-Resident #7 felt Resident #11 saw him/her alone outside and again asked him/her to date 
when another resident (Resident #9) wheeled up to them via wheelchair;-Resident #11 reached over and 
grabbed Resident #7's breast and said, looks good enough to me;-Resident #7 told Resident #11 to stop, 
then Housekeeper D was right there, and Resident #11 backed off;-Both medical and psychiatric providers 
were made aware;-Capacity to consent assessment completed on both residents. Review of Resident #7's 
capacity to consent assessment, dated 10/27/25, showed the resident did not have the capacity to consent 
to sexual activity. Review of Resident #7's nurse's note, dated 10/27/25 at 10:38 A.M., showed the resident 
said as long as Resident #11 was on the one-on-one supervision he/she felt safe. After the incident she felt 
uncomfortable. During an interview on 10/30/25 at 11:02 A.M., Resident #7 said the following:-Resident #11 
started acting inappropriately a couple days before the incident of grabbing his/her breast in the 
courtyard;-Three days prior to the incident, Resident #11 asked Resident #7 if he/she wanted to be in a 
relationship with him/her. Resident #7 said no, then Resident #11 stopped and went away;-Two days before 
the incident, Resident #11 again asked if Resident #7 wanted to be in a relationship, Resident #7 said, no 
again; however, this time Resident #11 didn't leave and talked about how the facility wouldn't allow him/her 
to watch his/her sexually explicit adult videos, Resident #11 asked Resident #7 if /he/she wanted to watch 
them with him/her and Resident #7 said, no; -The day of the incident, Resident #11 asked Resident #7 again 
if he/she wanted to be in a relationship, Resident #7 again said, no; this time Resident #11 told Resident #7 
he/she better hurry up because Resident #11 had a [AGE] year old who wanted to be with him/her and 
Resident #7 again said no;-In front of Resident #9, Resident #11 grabbed Resident #7's breast and said it 
was good enough for him/her;-Housekeeper D was bringing another resident outside for smoke break and at 
that time Resident #11 moved away from him/her;-Resident #7 began crying during the interview and said 
he/she had never been grabbed like that before;-He/She didn't report it immediately, because he/she was 
not the type of person to tell on people;-Resident #5 and Resident #7 talked about what happened to him/her 
prior to the 11:00 A.M. smoke break. He/She then reported the incident to staff the same day it happened at 
approximately 4:00 P.M. -Resident #7 spoke with Resident #5 about what happened, and they decided when 
they were going outside in the courtyard they would go together in the hope Resident #11 wouldn't try 
anything;-Resident #7 feared being alone and Resident #11 coming around him/her;-Resident #7 was glad 
Resident #11 was on staff one on one supervision because it made him/her feel safer;-He/She did not tell the 
staff about any of the times Resident #11 asked him/her to be in a relationship and after talking to Resident 
#5, he/she decided to report that Resident #11 had touched his/her breast earlier in the day. During an 
interview on 10/30/25 at 11:10 A.M., Resident #5 said the following:-Resident #7 told Resident #5 about 
Resident #11 grabbing his/her breast;-Resident #7 said he/she was scared of Resident #11 and 
cried;-Resident #11 made him/her feel uncomfortable, because Resident #11 was creepy;-Resident #11 
came around him/her frequently and talked about how the facility wouldn't allow Resident #11 to watch 
his/her favorite videos. Resident #11 liked sexually explicit adult videos and wanted someone to watch them 
with him/her. Resident #11 told Resident #5 he/she had a nice body;-Resident #5 said he/she didn't feel it 
was safe to have Resident #11 around;-Resident #5 didn't tell staff what happened until the staff asked 
him/her about Resident #11 touching Resident #7. Review of the facility's investigation, dated 10/27/25 at 
8:46 A.M., showed the following:-The incident of alleged sexual conduct between Resident #7 and Resident 
#11 occurred on 10/26/25 at approximately 4:00 P.M.;-Resident #11 had been asking Resident #7 to date 
despite that Resident #7 had told Resident #11, no and the guardian would not allow it;-Resident #7 felt 
Resident #11 saw him/her alone outside and again asked to date when Resident #9 wheeled up to both 
residents via wheelchair;-Resident #11 reached over and grabbed Resident #7's breast and said, looks good 
enough to him/her, then Resident #7 said he/she better quit it;-Then Housekeeper D was there, and 
Resident #11 backed off;-Resident #11 said nothing inappropriate occurred and he/she never touched other 
residents, and he/she ran around with all the residents of the opposite gender in the facility. 4. Review of 
Resident #10's face sheet, showed the following:-He/She admitted on [DATE];-He/She had a durable power 
of attorney (DPOA);-Diagnosis of dementia (condition characterized by progressive or persistent loss of 
intellectual functioning, especially with impairment of memory and abstract thinking, and often with 
personality change). Review of the resident's admission MDS, dated [DATE], showed the following:-He/She 
had moderately impaired cognition;-No behaviors towards others and no wandering;-Required maximal 
assistance with toileting hygiene, lower body dressing, and ambulation;-Required moderate assistance with 
transfers and upper body dressing; Review of the resident's care plan, dated 9/15/25, showed the 
following:-The resident had an activities of daily living (ADLs) self-care performance deficit related to 
musculoskeletal impairment;-Required moderate assistance by staff to dress himself/herself;-Required 
moderate assistance by staff to move between surfaces;-Impaired cognitive function/dementia or impaired 
though process related to dementia;-Ask the resident simple question and clear statements;-Ask yes/no 
questions to determine the resident's needs;-No behaviors documented. Review of the resident's nurse's 
note, dated 10/26/25 at 8:16 P.M., showed the following:-Certified Medication Technician (CMT) F reported 
to the charge nurse on duty the resident sat on the edge of Resident #11's bed;-Resident #11 said nothing 
happened and he/she didn't know he/she was not allowed to have other residents of the opposite gender in 
his/her room, and they were just talking;-When the nurse asked Resident #11 about Resident #10's clothes 
he/she said it was not his/her problem that Resident #10's clothes were off;-Resident #11 said he/she would 
call 18 lawyers and discharge from the facility in the morning;-The nurse contacted both medical providers 
and psychiatric providers regarding the incident;-Capacity to consent assessment completed for both 
residents. During an interview on 10/30/25 at 1:50 P.M., CMT F said the following:-He/She saw Resident #10 
in the common area on 10/26/25, fifteen minutes prior to getting a snack at approximately 7:30 P.M.; 
-Resident #10's pants were not on inside side out, his/her pants were on correctly;-At approximately 8:00 P.
M., CNA F was administering medications and saw the door to Resident #11's room was closed. When CMT 
F opened the door, the privacy curtain was pulled all the way around Resident #11's bed; -CMT F pulled the 
curtain open and found Resident #11 and Resident #10 sitting next to each other on Resident #11's bed, 
then Resident #10 started crying; -Resident #10 had his/her shirt pulled up under the arms, exposing his/her 
breasts; -CMT F immediately took Resident #10 down to the nurses' station and reported what he/she saw to 
the charge nurse;-Resident #10's pants were on inside out and it was obvious, because the pockets were 
sticking out from under the resident's shirt;-Resident #10 was upset and cried. During an interview on 
10/30/25 at 2:08 P.M., CNA H said the following:-When he/she came on shift on 10/26/25, the off going shift 
said Resident #10 needed assistance going to the bathroom;-At approximately 6:30 P.M., CNA H took 
Resident #10 to the toilet and after the resident was finished, CNA H put a clean disposable brief and pajama 
bottoms on the resident that were right side out;-He/She remembered seeing Resident #10 before the 
incident, but couldn't remember the time; however, he/she remembered Resident #10's pants were on right 
side out;-Resident #10 wandered. Resident #10 went down to the door leading out into the courtyard, but 
never attempted to open it;-After the incident, CNA H checked on Resident #10 at the nurses' station 
because he/she was told about the incident;Resident #10 was distraught and buried his/her face into CNA 
H's shoulder and cried;-Resident #10 didn't want to go to his/her room to sleep instead he/she stayed in the 
common area. Review of Resident #10's nurse's note, dated 10/27/25 at 1:11 P.M., showed the 
following:-The staff asked the nurse to go into the nurses' station with CMT F and the resident;-The resident 
was not wearing shoes or socks, and his/her pants were inside out;-CMT F said he/she found the resident in 
another resident's room with his/her shoes and socks off, pants on inside out and pulling his/her shirt down, 
while he/she sat on the side of the other resident's bed upon CMT F's entrance;-Resident #10 said someone 
touched him/her all over, he/she could have been a lot worse, and Resident #11 loved his/her beautiful 
chest;-The nurse performed a head to toe skin assessment on the resident and no abnormal findings were 
found;-The staff placed Resident #11 on one on one supervision;-The staff assured Resident #10 that he/she 
was in a safe place, then the resident rested on the couch with his/her eyes closed;-The nurse notified the 
resident's family, nurse practitioner and Director of Nursing. During an interview on 10/30/25 at 11:25 A.M., 
Certified Nurse Aide (CNA) A said the following:-He/She worked with Resident #10 for a long time;-Since the 
incident between Resident #10 and Resident #11, CNA A noticed a change in Resident #10's behavior of 
appearing upset, like something was bothering Resident #10;-At breakfast, the resident said a couple times, 
he/she was scared of him/her, while looking out in the dining room; -CNA A assumed Resident #10 referred 
to Resident #11 because of the previous incident between the two residents. During an interview on 10/30/25 
at 11:40 A.M., Nurse Aide (NA) B said he/she heard Resident #11 tell other residents several times that 
he/she tried to have sex with Resident #10 while NA B provided one-on-one supervision of Resident #11. 
Review of the facility's investigation, dated 10/27/25 at 10:29 A.M., showed the following:-The incident of 
alleged sexual conduct between Resident #10 and Resident #11 occurred on 10/26/25 at approximately 8:00 
P.M.;-Resident #11 said they were just talking, and it was Resident #10's problem that his/her clothes were 
off;-CMT F said he/she found Resident #10 in Resident #11's room with his/her shoes and socks off and 
pants on inside out, sitting on the side of Resident #11's bed upon entrance. Review of Resident #10's 
capacity to consent assessment, dated 10/27/25, showed the resident did not have the capacity to consent 
to sexual activity. During an interview on 10/30/25 at 9:42 A.M., Resident #10's guardian said the resident 
would not normally go into a resident of the opposite gender's room, especially one he/she did not know or 
engage in anything sexual. 5. During an interview on 10/30/25 at 9:10 A.M. and 12:30 P.M., the DON said 
the following:-The incident between Resident #11 and Resident #7 was in the outdoor courtyard, during a 
smoke break;-Resident #7 was alert and oriented times three and could remember the incident;-Immediately 
after Resident #7 said Resident #11 touch his/her breast, staff placed Resident #11 on supervision when 
Resident #11 was out of his/her room for mealtimes and smoke breaks;-Resident #11 spent most of the day 
in his/her room;-After Resident #10 was found in Resident #11's room, the staff placed Resident #11 on 
one-on-one supervision. During an interview on 10/30/25 at 2:25 P.M., the Administrator and Director of 
Nursing said the following:-There were no witnesses who saw Resident #11 grab Resident #7's 
breast;-There were no witnesses who saw Resident #11 and Resident #10 do anything or even witness 
Resident #11 touch Resident #10 inappropriately;-No one reported any changes in Resident #10's behavior 
or mood;-Resident #10 was able to take his/her own pants off but sometimes needed cues to put pants on 
correctly;-Resident #10 made comments in the past about worrying about being raped;-Resident #10 went 
into Resident #11's room after the allegation of Resident #11 touching Resident #7's breast;-The staff's focus 
was to watch Resident #11 when he/she was out of the room;-The staff were not monitoring Resident #10, 
because he/she was not known to go into other resident rooms. 2653242
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